Abdominal cocoon syndrome is a rare cause of intestinal obstruction, which is difficult to diagnose preoperatively. We report a case of abdominal cocoon. A 47-year-old male patient was referred to the general surgery department with complaints of abdominal pain, distension, nausea, vomiting for one day. The abdominal CT examination detected dilated small intestinal loops clustered in the abdomen surrounded by a saclike membrane. During exploratory surgery, a capsular structure was identified in the lower quadrant with a regular surface that was solid-fibrous in nature. The combination of physical examination, imaging signs and the medical history, may be helpful in diagnosis.
INTRODUCTION
Intestinal obstruction is seen frequently by surgeons all over the world. Commonly, the cause included adhesions, bands, inguinal hernia and tuberculosis. The 'cocoon' remains an obscure and relatively uncommon cause (1) . Abdominal cocoon is a rare condition that refers to total or partial encapsulation of the small bowel by a fibrocollagenous membrane or cocoon with local inflammatory infiltrate leading to acute, subactue or chronic bowel obstruction. It is predominantly reported among females from the tropical and subtropical regions (2) . In this case report, we presented a case of intestinal obstruction in a male patient who was diagnosed with an abdominal cocoon and was managed successfully in our hospital.
CASE REPORT
A 47-year-old male patient was referred to the general surgery department with complaints of abdominal pain, distension, nausea, vomiting and constipation for one day. He had clinical history of several attacks of abdominal pain and nausea with spontaneous symptomatic relief over the lastyear. The patient had no history of previous abdominal operation and chronic systemic disease. On physical examination, there was obviously distension and general tenderness, especially prominent in lower regions of the abdomen, with a soft and mobile mass being palpated in the abdomen. Bowel sounds were a bit hyperactive, and rectal examination was normal. No hepatomegaly or splenomegaly was observed.
The abdominal radiography showed multiple air-fluid levels which were more prominent in the left lower quadrant (Figure 1 , Abdominal radiography, multiple air-fluid levels are seen, which was more prominent in the left lower quadrant), and a provisional diagnosis of intestinal obstruction was considered. Surgery is the method of choice of symptomatic abdominal cocoon in almost all reported studies in the literature (8, 9) . The principle is simply freeing the adhesions and excising the covering fibrous membrane on the small intestine carefully as much as possible.
Intraoperative findings of our patient show coils of intestine covered with thick fibrous membrane and adhesions between the coils. Resection of encapsulating membrane will return bowel loops to peritoneal cavity. Breaking of adhesions needs to be done carefully, to prevent damage to serosal surface and perforation. In our case, encapsulating membrane was excised and adhesions were released. Resection of bowel was not required, because bowel loops were not strangulated.
In conclusion, we report a case of intestinal obstruction caused by abdominal cocoon which is a rarely seen condition, with preoperative diagnosis being difficult. The combination of physical examination and imaging features, and the knowledge of a careful medical history, may be helpful in diagnosis. The preoperative diagnosis requires a high index of suspicion, supported by clinical data and imaging findings indicative of the condition. In particular, CT imaging plays an important role in identifying these typical features related to the cause of abdominal cocoon, although most cases are diagnosed at exploratory laparotomy. Suitable and early surgery and appropriate perioperative treatment can improve patient prognosis in this rare condition (10) .
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